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ABSTRACT 

An evaluation of the reproductive health programs of 
six diverse school-based clinics measured the impact of the clinics 
on sexual behavior and contraceptive use. All six clinics served 
low-income populations; at five of them, the great majority of the 
students were black. An analysis of student visits by type of care 
given found that these clinics were not primarily family planning 
facilities; rather, they provided reproductive health care as one 
component of a comprehensive health program. Student survey data was 
collected in four schools with clinics and four nearby comparison 
schools with similar social and demographic characteristics but 
without clinics. Because the other two schools included in the 
evaluation had not yet opened their clinics, preclinic baseline data 
and 2-year postclinic data were collected for them. Findings 
indicated that the clinics neither hastened the onset of sexual 
activity nor increased its frequency. The clinics had varying effects 
on contraceptive use. Providing contraceptives on site was not e:iough 
to significantly increase their use; in only one of the three sites 
that did so were students in the clinic school significantly more 
likely than students in the comparison school to have used birth 
control during last intercourse. Although the data suggest that the 
clinics probably prevented small numbers of pregnancies at some 
schools, none of the clinics had a statistically significant efi t 
on school-wide pregnancy rates, (ABL) 
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Summary 

An evaluation of the reproductive health 
programs of six diverse school-based clin- 
ics measured the impact, of the clinics on 
sexual behavior and contraceptive use. All 
six clinics sen/ed low-income populations; 
at five of them, the great majority of the 
students served were black. An analysis of 
student visits by type of care given found 
that these clinics were not primarily family 
planning facilities; rather, they provided 
reproductive health care as one compo- 
nent of a comprehensive health program. 

Student survey data collected in the 
clinic schools and nearby comparison 
schools (four sites) or collected both be- 
fore the clinic opened and two years later 
(two sites) indicated that the clinics neither 
hastened the onset of sexual activity nor 
increased its frequency. The clinics had 
varying effects on contraceptive use. Pro- 
viding contraceptives on site was not 
enough to significantly increase their use; 
in only one of the three sites that did so 
were students in the clinic school signifi- 
cantly more likely than students in the 
comparison school to have used birth con- 
trol during last intercourse. However, con- 
dom use rose sharply at one clinic school 
that had a strong AIDS education program 
and was located in a community where 
AIDS was a salient issue. At another clinic 
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"In each school, a large majority of students were sexually 
experienced, and many had engaged in sex before entering 
high school. Therefore, programs to delay or reduce sexual 
activity should begin In elemeiitary or junior high school." 



school, where pregnancy prevention was 

a high priority and staff issued vouchers 
for contraceptives, the use of condoms 
and pills was si(^nificantly higher than in 
the comparison school. A third clinic 
school— which focused on high-risk youth, 
emphasized pregnancy prevention and 
dispensed birth control pills— recorded a 
significantly higher use of pills than its 
comparison school. Although the data 
suggest that the clinics probably prevented 
small numbers of pregnancies at some 
schools, none of the clinics had a statisti- 
cally significant effect on school-wide preg- 
nancy rates. 

introduction 

Since the first school-based health clinic 
opened in a Dallas hif.'.i school in 1970, 
such clinics have been seen not only as a 
means of providing basic hedlth care to 
medically underserved teenager*, but as a 
promising way of addressing some of the 
intractable and complex health and social 
problems, particularly unintended preg- 
nancy, that face young people. 

Currently, there are more than 178 
school-based clinics operating in middle 
schools and junior and senior high schools 
in 32 states; they may be found in most 
major cities and many rural a.'eas.' Many 
of the clients served by these clinics are 
low-income minority you'.h with limited 
access to other sources of health care. 
School-based clinics provide them with a 
wide range of medical and counseling 
services, including primary health care, 
physical examinations, laboratory tests, 
diagnosis and treatment of illness and 
minor injuries, immunizations, gyneco- 
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logical examinations, birth control infor- 
mation and referral, pregnancy testing and 
counseling, referral for prenatal care, nu- 
trition education, weight reduction pro- 
grams and counseling for substance abuse. 
A few dispense contraceptives, offer on- 
site prenatal care or provide day care for 
children of students. 

School-based clinics are well used by 
students in the schools served. On the av- 
erage, about half the students attending 
eac^ school enroll for clinic services; that 
is, they complete a registration form and 
obtain parental permission to use the clinic. 
About eight in 10 of those enrolled actu- 
ally use the clinics' services, and for al- 
most half of those eiuoUed, school-based 
clinics are their sole or primary source of 
health care.* 

There has been relatively little research 
on the clinics' impact on student sexual 
behavior, partly because most of the in- 
aease in school-based clinics has occurred 
in the last few years. However, a few stud- 
ies provide some evidence that clinics can 
have a positive impact in this area. The 
most widely quoted findings are from a 
study of school-based clinics in St. Paul, 
Minnesota.' The invesMgators reported 
substantial proportions of students using 
the clinics for reproductive health ser- 
vices, remarkably high contraceptive con- 
tinuation rates and large decreases in birth- 
rates. However, because of data limita- 
tions, it is not clear whether a real decline 
occurred; a more recent study of the St. 
Paul clinics did not reveal a significant 
impact on birthrates.* 

Because public policy on school-based 
clinics should be based on research from 
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more than one site,* the Center for Popula- 
tion Options began an evaluation in 1984 
of a diverse group of clinics located in 
different parts of the United States. The 
project was designed to assess the stu- 
dents' use of clinic services and the clinics' 
impact on use of medical serx'ices gener- 
ally. It also sought to determine what ef- 
fe if any, the clinics had on school absen- 
teeism, illegal drug use, alcohol consump- 
tion, cigarette smoking, sexual activity, 
pregnancy rates and use of birth control 
methods. This article focuses on the repro- 
ductive health services offered by six 
school-based clinics and the impact of 
those services on students' sexual and 
contraceptive behavior. 

The Cllnicr 

When we were selecting study sites in 1 9S4 
and 1985, only 17 communities had school- 
based clinics in operation. ITiC six clinics 
chosen for evaluation were in different 
parts of the country, in rural and urban 
communities and in different political and 
cultural milieus: Gary, Indiana; San Fran- 
cisco; Muskegon, Michigan; Jackson, Mis- 
sissippi; Quincy, Florida; and Dallas. The 
remaining clinics were excluded because 
they did not serve large enough propor- 
tions of the student population to have a 
significant impact, because they were par- 
ticipating in other evaluation projects that 
might conflict with this one, because we 
could not obtain approval from the school 
board or because we couid not complete 
the necessary logistical arrangements in 
time. 

By definition, all of the clinics were lo- 
cated on school grounds.t All six serv'ed 
low-income populations with large pro- 
portions of minority students (Table 1). In 
five of the six schools, the great majority of 
the students were black; in the San Fran- 
cisco school, on the other hand, fewer than 
Oi e-thi/d of the students were black and 
substanh "1 proportions were Hispanic and 
Asian. Four of the clinics had been open 
for at least three years when the study 
began; the oldest of these, the Dallas clinic, 
had been open for 14 years. The tv^'o re- 
maining clinics, those in San Francisco and 
Quincy, opened after the study began; 
consequently, the study assessed their first 
two years of operation. 

Every cli/iic employed at least one part- 
time r * full-time physician and one or more 
part-time or full-time nurse practitioners. 
However, staff size varied considerably, 
from 10 full-time and two part-time staff 
at the Dallas clinic to 4-6 staff (mostly part- 
time) at the other sites. The clinics all pro- 
vided primary health care, contraceptive 
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counseling and pregnancy tests, but they 
differed considerably in the amount of 
emphasis they placed on reproductive 
health and in their provision of sexuality 
education and family planning services. 

• Gary. The Gary clinic placed more em- 
phasis on providing information and coun- 
seling and less emphasis on treating medi- 
cal problems and writing prescriptions. In- 
creasing the use of birth control methods 
and preventing pregnancy were not its 
major goals. The clinic did not bring up 
the subject of family planning, but if the 
students did, clinic staff would provide 
information and counseling, conduct pel- 
vic examinations if appropriate and refer 
students to other family planning provid- 
ers. The clinic itself did not prescribe or 
dispense contraceptives. 

• San Francisco. The San Francisco clinic 
gave more emphasis to preventing preg- 
nancy and curtailing the spread of AIDt 
and other sextially transmitted diseases 
(STDs). It had well-developed AIDS 
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education and sexuality education pro- 
grams; the former included an hour-long 
classroom presentation by a person with 
AIDS. The clinic educator gave classroom 
presentations on sexuality, trained peer 



■Another study, publiihcd in ]986, reported on a preg- 
nancy prevention program in Baltimore that offered 
cUitroom prcscntationi and counKling and arranged 
for a ncarl^ clinic to provide rcproductiw health ser- 
vices. Younger students at the two cxperimenUl 
schools were more likely than those in the control 
schools to use contraceptives, and overall, participants 
in the experimental program hid tigrUficantly lower 
pregnancy rales. (Sec: L S. Zabin et al, "Evaluation of 
a Pregnancy Prevention Program for Urban Teen- 
agert," ftmiTy PUnning Ptrtptclim, 11:119, 1986.) 

IThc only partial exception is the Quincy cUrtic. After 
being located on the school grounds 'or 18 months, the 
clinic (which was housed in a trailer) was moved— 
only about a hundred yards, but tcdmically off the 
school grounds. However, students could still obuin 
passes to visit the clinic during the Khool day. This 
evahiation covers both the period when it was on the 
school grounds and the following six months, when it 
was "off campus." Data rolleclcd during the two peri- 
ods were nearly idcntial. 



'Enrollment at lime of study, rounded 1o nearest 100. 
tRased on student health survey data. 
^Pfcrt'time. §One (ulMime, one part-time. 

'tVouchers were issued to obtain contraception at a nearby family planning clinic. 
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counselors and counseled students in the 

clinic. 

Despite its emphasis on reducing STDs 
and unintended pregnancy, the San Fran- 
cisco clinic did not prescribe or dispense 
contraceptives, although it strongly en- 
couraged students to use condoms (and 
sometimes pills, in addition) if they were 
having sex. When students asked for con- 
traceptives, clinic staff referred them to 
other sources. Condoms were readily 
available in the community, both at drug- 
stores and at a nearby community health 
clinic. 

All of the clinic and school AIDS-pre- 
vention activities were strongly reinforced 
by the largtr San Francisco community. 
San Francisco, which has one of the high- 
est rates of AIDS in the United States, had 
implemented a variety of media programs 
and other public health efforts to help re- 
duce the transmission of the human im- 
munodeficiency virus (HIV). Students 
were exposed to a wide variety of public 
health messages promoting the use of con- 
doms, including fairly graphic demonstra- 
tions of their proper use. Other clinics in 
the community, both public and private, 
made it a policy to give condoms to any- 
one who requested them; there was no 
requirement to register or complete any 
forms. 

• Muskegon. Because of the high pregnancy 
rate in the Muskegon high school, both the 
school and the clinic devoted considerable 
attention to pregnancy prevention. The 
school health teacher devoted 2-3 weeks 
of class time to discussion of teenage preg- 
nancy and STDs. In addition, the clinic 
staff implemented or coordinated a vari- 
ety of sexuality education programs in the 
school. The clinic, which was administered 
by Planned Parenthood, did not prescribe 
or dispense contraceptives, but its staff 
provided consultation and education, con- 
ducted pelvic examinations and issued 
vouchers that students could use to obtain 
birth control pills at the nearby Planned 
Parenthood clinic. The education and 
counseling were thorough, but obtaining 
birth control pills often required four vis- 
its. Females could go directly to Planned 
Parenthood for pills, and males could ob- 
tain condoms there or purchase them in 
many neighborhood drugstores or gas sta- 
tion rest rooms; I'.owever, unless students 
went through the school clinic, they had to 
pay for services and contraceptives. Most 
of the high school students had come from 
a nearby middle school, which had a clinic 
that provided some education on sexual- 
ity and reproductive health. 

• Jackson. The high school provided little 



sex education, but the Jackson clinic ap- 
peared to focus more on high-risk students 
and risk-taking behavior than did some of 
the other clinics. Sexually active students 
were identified during a psychosocial as- 
sessment completed at each student's first 
clinic visit. Appointments were promptly 
made with the nurse practitioner for coun- 
seling about abstinence and birth control 
methods and then with the clinic physi- 
cian, who dispensed birth control pills and 
condoms. The clinic had an effective tick- 
ler system: If females using birth control 
pills did not return within two months for 
additional cycles of pills, they were asked 
to come to the clinic. 

• Quinof. Because of high pregnancy rates 
in the Quincy community, family planning 
was given considerable emphasis in the 
school clinic. The clinic staff gave class- 
room presentations on sexuality, on health 
in general, and on the clinic and its ser- 
vices. During routine clinic visits, ii stu- 
dents gave any incication that they might 
be having sex, the nurse practitioner asked 
questions to determine whether they were 
using contraceptives. If they were not, the 
nurse practitioner discussed abstinence 
and family planning methods with them 
and, if necessary, made appointments with 
appropriate clinic staff for the students to 
obtain one of the methods dispensed by 
the clinic. After the din' had been in op- 
eration about six months, it set up a tickler 
system to assure that students returned 
for their family planning appointments. In 
general, the family planning protocols 
were thorough, and all students seeking 
care received it, but there were not enough 
staff to provide comprehensive care to 
large numbers of students. 

• Dallas. The oldest school-based clinic in 
the country, the Dallas clinic was also the 
largest in both space and staffing. Unlike 
the other clinics in this study, it served all 
12-18-year-oIds, whether or not they at- 
tended the high school in which the clinic 
was located. All entering students were 
given appointments for a health mainte- 
nance examination, which included visits 
with the physician or nurse practitioner, 
social worker, screening nurse and den- 
tist. During these visits, staff discussed a 
wide range of potential medical and psy- 
chosocial problems with the students. Is- 
sues involving sexuality were discussed at 
this time and during any other routine 
visit. Staff counseled students about absti- 
nence and birth control and provided an 
appropriate method to females who 
wanted a contraceptive. No follow-up 
appointments were made and there was 
no follow-up system, but students were 



encouraged to return when they needed 
additional supplies. 

These six clinics differed from one an- 
other, and as a group they also differed in 
two important ways from the current uni- 
verse of school-based clinics. First, five of 
the clinics were located in schools in which 
the majority of the students were black; 
nationally, school-based clinics serve 
populations with larger proportions of 
white students than did the clinics studied 
here. Second, three of the six clinics dis- 
pensed contraceptives, while only 21 per- 
cent of school-based clinics across the 
country currently do so.* These differences 
must be considered when generalizing the 
findings reported here to all school-based 
clinics; the six sites we studied are not 
representative of current clinics, but they 
do constitute a heterogeneous group of 
clinics reflecting the diversity of clinics na- 
tionwide. 

Methods 

To assess the reproductive health services 
provided by the clinics and to evaluate the 
impact of those services, we used data from 
two primary sources: clinic records and a 
student health survey. Site visits and irter- 
views with staff provided additional in- 
formation. Each clinic kept records of the 
number of clinic users, the number of clinic 
visits, the number and type of family plan- 
ning visits and, depending on the particu- 
lar clinic, the number of students given 
vouchers for contraceptives or the number 
of students given contraceptives. These 
were tallied for the 1985-1986 academic 
year or, when possible, for the 1986-1987 
academic year. The student health survey, 
which provided information on all the 
students in each school (or samples 
thereof), included questions about use of 
the clinic that could be compared to or 
integrated with the clinic record data as 
well as questions about sexual activity that 
could be used to measure the impact of the 
clinic. 

To evaluate the impact of each clinic, we 
needed some means of comparing student 
populations in schools with clinics to stu- 
dent populations in schools without clin- 
ics. Random assignment to treatment and 
control conditions (clinic and nonclinic 
schools) was obviously not possible; there- 
fore, for each of the four clinics that were 
ojjerating when the project began — Gary, 
Muskegon, Jackson and Dallas~we iden- 
tified a comparison school that ^ ; similar 
social and demographic characteristics 
(e.g., socioeconomic status and race) and 
was located as close as possible to the clinic 
school. 
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Because the other two schools included 
in the evaluation— San Francisco and 
Quincy — had not yet opened their clinics 
when the study began, we were able to 
collect preclinic baseline data and t^vo-year 
postdinic data for them. This was not a 
longitudinal study in which the same stu- 
dents were sun'eyed both times; rather, 
the sun'ey data provided a cross-sectional 
"snapshot" of the student population be- 
fore the clinic opened and a second snap- 
shot two years later. Some students were 
undoubtedly included in both samples, but 
during the t^vo years between sun'eys, 
many new students entered the schools 
and many others graduated or left school 
for other reasons. 

The sampling frame varied from school 
to school. In most, the sample was selected 
from the entire student body, but in the 
Gary and San Fiancisco schools, which had 
1,700 ftudents or more, we selected 
samples of classes, stratified by grade level 
and level of instruction. 

Procedures for obtaining parental con- 
sent for surN'ey participation also varied 
from school to school. At most schools, 
parents were notified in writing and given 
thr opportunity to exclude their child's 
participation (passive consent). Because 
fewer than five parents in each of the 
schools at these sites did so, this would not 
have produced any bias. In San Francisco, 
consent procedures changed from passive 
consent jor the baseline sun'ey to active 
consent for the second sur\'ey, and various 
problems (including an immediate dead- 
line) prevented many students from ob- 
taining written consent. In Jackson, a re- 
quirement to obtain active parental con- 
sent reduced the potential sample in both 
the clinic and the comparison school; 
however, the comparability of the samples 
should not have been compromised, be- 
cause both schools required the same pro- 
cedure. 

In Gary, Jackson and Dallas, the sur\'ey 
was administered first in one school and 
then immediately in the other. In Mus- 
kegon, the survey was administered in the 
comparison school about six months after 
it was administered in the clinic school. 
Finally, in both San Francisco and Quincy, 
the t%'o rounds of the sur\'ey were admini- 
stered almost exactly two years apart. 

We used a comprehensive health sur- 
vey designed to measure social and demo- 
graphic characteristics, clinic use, use of 
medical services in general, risk-taking 
behavior, sexual activity, contraceptive use 
and pregnancy. Different versions of this 
questionnaire were used at different sites, 
but all versions contained the same set of 



questions on sexual behavior! The initial 
version focused on sexuality, but was re- 
\'ised during the second year to cover a 
wider variety of health issues. 

The sur\'ey questions on sexuality, some 
of which were taken from previous stud- 
ies, were pretested with three five-mem- 
ber groups of students for comprehension 
and clarity of items. To measure the test- 
retest reliability of the survey, we admini- 
stered it t^vice, two weeks apart, to one 
group of 87 students. The test-retest coeffi- 
cients of agreement and the correlation 
coefficients indicated that the items had 
adequate reliability.* 

There is reason to believe that the data 
on sexual activity and use of birth control 
are also valid. First, the survey data on 
sexual behavior and contraceptive use 
were consistent with previously published 
findings from similar studies.' Second, 
sur\'ey data on use of the clinic for contra- 
ceptives were consistent with clinic data. 
However, pregnancy data should be inter- 
preted cautiously. Some students may not 
wish to report a previous pregnancy (par- 
ticulariy if it ended in abortion), and a few 
teenagers may define a previous preg- 
nancy as such only if it resulted in a live 
birth. In addition, some teenagers who 
conceived while in high school subse- 
quently dropped out and were not present 
to complete a questionnaire. Ne\'erthe]ess, 
there is no reason to expect reporting bi- 
ases to have a stronger effect on results 
from either the clinic school or the com- 
parison school, except possibly in Jackson, 
where a day-care program may have in- 
CTeased the proportion of teenage mothers 
who remained in school. 

The proportion of each school's total 
student enrollment that completed the 
questionnaire varied from 24 percent to 90 
percent. The response rates were reduced 
by intentional sampling of students in 
Gary and San Francisco, the need to obtain 
active parental consent in Jackson and San 
Francisco, inflf ted enrollment figures that 
retained names of dropouts at some of the 
sites, 1 ^h rates of absenteeism at most of 
the sites and the exclusion of educable 
mentally disabled students who may not 
have been able to complete the question- 
naire reliably. The response rates, based 
on the number of students who actually 
attended class the day of the sur\'ey and 
who had parental permission to partici- 
pate, ranged from 90 percent to 98 percent, 
and the survey data should be representa- 
tive of these students. 

Although the comparison schools in 
Gary, Muskegon, Jcckson and Dallas were 
selected to resemble the clinic schools as 



closely as possible, the schools being com- 
pared differed in some social and demo- 
graphic characteristics. Likewise, in San 
Francisco and Quincy, there were some 
differences between the baseline and two- 
year samples. Therefore, for the outcome 
data reported in this article, we modified 
the samples to.make the background char- 
acteristics cf the clinic and nondinic 
samples more similar. First, in the five sites 
that had very large percentages of black 
students (all sites except San Francisco), all 
nonblack students were omitted from the 
analysis; this made the racial composition 
of the clinic and nondinic samples identi- 
cal and eliminated any possible interac- 
tion effects between race and outcome 
variables. Second, in San Frandsco, the 
two-year posttest sample was weighted so 
that its racial composition was equivalent 
to that of the baseline sample. After these 
two modifications were made, the dinic- 
school and comparison-school samples did 
not differ signi^cantly on a majority of the 
background characteristics. Where differ- 
ences did exist, they suggested that the 
students in the comparison schools were 
slightly more advantaged than the stu- 
dents in the dinic schools.* 

We used multiple regression techniques 
to control for any impact these remaining 
differences might have on outcome vari- 
ables. The regression coeffidents reported 
in the tables measure the relationship be- 
tween being in a clinic school and various 
outcome variables, statistically controlling 
for the following background characteris- 
tics: age, number of parents in the home, 
receipt of food stamps, receipt of free 



'There were ilttiiticiDy jignificanl dif ferencct betw^.'en 
ihe clinic and comptriion umpln on 27 of 66 chanc- 
icritHc*. In Jackson, the proportion et female* in lh« 
clinic Mmpte vtn significantly higher than in the com- 
parison sample (61 percent vs. 52 pcrccnl). In Mus- 
kegon, Jackson and Dallas, the studentt in the clinic 
schools were significanlly older than the students in 
Ihe comparison Khools (mean difference, 2-3 months); 
they were lets likely to have two parents in the home 
and were more likely to receive income from welfare 
and sodal Mcurity and to rectlvc frtt lunehtt and 
food stamps. In CUry and Jackson, students in the 
comparison Khoob had higher grade-point averages, 
but Ihe absolute differences were very small (0.1 on the 
traditional 4.0 scale). In Muskegon and Dallas, stu- 
dentt in Ihe comparison tcho6k %vcre more likely to 
report a desire to continue their education beyond 
high Khool (66 percent vs. 55 percent and 46 percent 
V*. 40 percent, respectively). In San Francisco, during 
the two years bet>^•een the survej-s, the proportion of 
students in homes receiving food stamps decreased 
from 11 percent to eight pcrccnl. During the equiva- 
lent period between tur^tys, Quinc/s economy im- 
pro\'ed, possibly enplaining Ihe significant deaeasct 
in the proportions of families rcceixing food stamps 
and free lunches (by Kven percentage pointt and 13 
percentage points, respectively). 
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TabI* 2. Total number of clinic vlaits and ptrctnlagt madt for raproductlvt htaltli cart, by 
lyp« of cart, according to sita 



Vitiuandtypfofcart 


Qary 


San Francisco 


Musktgon 


Jadtton 


Quincy 


Dallas 


ToIaI villi* (N) 


2,791 


2,357 


1,859 


3.341 


4,399 


4,489' 


Vl*lts for rtproductWt 
htalth cart (%) 


IS 


9 


27 


37 


30 


38 


Contractptivt counseling, 
prtteription and/or dispensation 


8 




25 


28 


24 


14 


Prtgnancy last 


2 


2 


2 


3 


na 


8 


Prtnatai cart 


na 


na 


na 


2 


3 


3 


STO tasting 


4 


1 


na 


na 


na 


1 


Ganarat gynecology 


1 


2 


na 


4 


3 


12 



Nott; Bastd on clinic records: na-not applicablt. 

'Visits from studtnis at clinic school: another 6,000 visits wara from othtr adoiesctnts. 



lunches, grade point average and academic 
plans.* 

The communities in which the schools 
were located might also have varied in 
ways that would have different effects on 
the clinic and comparison schools. In Gary, 
Jackson and Dallas, the clinic schools and 
their respective comparison schools were 
reasonably close to one another and there 
were no known programs that would have 
had a major impact on the students. 

In Quincy, before the school-based clinic 
opened, students received passes from the 
school to attend a nearby public health 
clinic that provided reproductive care. 
When that clinic moved several miles 
away, students could no longer attend it, 
and the public health department opened 
the school clinic. Thus, in Quincy, this 
study measures the differences between 
the impact of services provided at the 
school and that of services the students 
had previously received at the public 
health clinic. 

At two other sites, the issue of possible 
confounding factors was more complex. 
In San Francisco, the community changed 
dramatically during the two years covered 
by the evaluation. AIDS became a far more 
salient issue, and the community imple- 
mented numerous programs to help re- 
duce HIV transmission. Moreover, con- 
dom use increased substantially among 
adolescents nationwide during this time,' 
and we would expect this increase to be 
greatest in areas where AIDS was a promi- 
nent public health issue. The comparison 
school for the Muskegon site was 90 miles 



'Using three crileria—factor lotdingt, (l(«K«dneM of 
each dittribution, and relative reliability and valid- 
ity— we conducted a factor analysis to ttfuct a lUt of 
12 variables to this group of six. Further regression 
analyses indicated that after wc controlled for these six 
charadertsHcs, additional variable* did not signifi- 
cantly increase the amount i variance explained. 



away, and it is difficult to know in what 
ways the communities might have dif- 
fered. Moreover, the comparison school 
had a strong sex education program that 
may have affected contraceptive use. Fi- 
nally, the Muskegon surveys were admini- 
stered at the clinic and nondinic schoob at 
two different times of the year— -in the 
spring and fall, respectively. Therefore, in 
these two communities, it is more difficult 
to attribute differences between the clinic 
school and the comparison (or preclinic) 
school to the school clinics. 

Services Provided 

These school-based clinics were compre- 
hensive diru'cs designed to provide a vari- 
ety of needed health services to adoles- 
cents. Both clinic records and survey data 
confirmed that the clinics provided health 
care to many students: In Ave sites, at least 
60 percent of the students had used the 
clinic, and in Dallas, 83 percent of the stu- 
dents had done so. Only in the San Fran- 
cisco school had fewer than half (48 per- 
cent) of the students ever used the clinic, 
which had been open only two years. Fur- 
thermore, in four sites, at least 63 percent 
of the students had used the clinic during 
the preceding year. At four of the sites, 
students made 2,400-4,400 visits per year. 
In Muskegon, however, there were only 
1,839 visits to the clinic, while in Dallas, 
which had 4,489 student visits, there were 
6,000 more visits by adolescents who did 
not attend the clinic school. Of those stu- 
dents who used the clinic, about half vis- 
ited it one or two times per year. 

As discussed previously, the clinics var- 
ied in the extent to which they addressed 
reproductive health. This is demonstrated 
by the proportion of all visits to the clinic 
that were for reproductive services and in 
the proportion of all students in the school 
who used the clinic for such services. Of 



all the visits, 9-38 percent were for repro- 
ductive health in general; the proportions 
of visits specifically for family planning 
were much smaller and reflected the types 
of services available (Table 2). In the Gary 
and San Francisco clinics, which did not 
prescribe or dispense contraceptives, eight 
percent and four percent of the visits, re- 
spectively, were for counseling and refer- 
ral; in Muskegon (which provided cotm- 
seling^ vouchers for contraceptives, and 
referral), the proportion was 25 percent. In 
the Jackson, Quincy and Dallas clinics, 
which provided counseling and dispensed 
contraceptives, the proportions ranged 
from 14 percent to 28 percent. These fig- 
ures indicate that fanUly planning was an 
important component of the clinics that 
provided vouchers for or dispensed con- 
traceptives. 

The proportions of students using the 
clinics for contraceptive services also var- 
ied greatly according to the services avail- 
able. In Gary and San Francisco, which did 
not dispense contraceptives, only five per- 
cent and three percent of the students, re- 
spectively, used the clinic for contracep- 
tive counseling (data not shown). In con- 
trast, 21 percent of the Muskegon students 
used the clinic for contraceptive counsel- 
ing and 17 percent obtained contraceptive 
vouchers from the clinic; in Jackson, 
(^incy and Dallas, the proportion of stu- 
dents who obtained contraceptives from 
the clinic ranged between 22 percent and 
26 percent. 

In the four schools that provided contra- 
ceptives (or vouchers), the proportion of 
sexually experienced female students who 
obtained contraceptives through the clin- 
ics varied from 23 percent (Nb67) in Mus- 
kegon to 40 percent (N=182) in Dallas. The 
proportion of sexually experienced males 
in those schools who obtained condoms 
from the clinics ranged from 12 percent 
(N-41) in Muskegon to 18 percent (Nb93) 
in Quincy. The propofdons for males are 
lower than those for females, probably 
because condonu could be obtained with- 
out a doctor's prescription and because 
efforts to increase use of contraceptives 
focused on females. 

These percentages should be viewed 
cautiously. Although the numerator in- 
cludes all students who ever used the clinic 
to obtain contraceptives, some may have 
used the clinic only a few times, and proba- 
bly only a small proportion received con- 
tinuous contraceptive coverage through 
the clinic. Therefore, the numerator may 
overestimate coverage of the students. On 
the other hand, the denominator includes 
all sexually experienced studenb, even 
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Table 3. Mtaturtt of sexual activity among high school students, by gender, according to 
she and presence of clinic 



Measure 


Gary 




San Francisco 


Musliegon 


Jackson 


Ouincy 


OalUs 


and gender 


Non- 


Clinic 


Pre- 


Post- 


Non- 


Clinic 


Non- 


Clinic 


Pre- 


Post- 


Non 


Clinic 




clinic 




clinic 


clinic 


clinic 




clinic 




clinic 


clinic 


clinic 




Ever had sex 
























Males 


























N 


294 


274 


426 


204 


432 


183 


242 


119 


315 


235 


432 


175 


% 


87 


82 


63 


58 


93 


91 


93 


96 


92 


91 


92 


87 


Females 


























N 


341 


386 


420 


226 


497 


248 


273 


190 


263 


352 


449 


218 


% 


60 


63 


37 


46* 


72 


69 


75 


82 


82 


82 


76 


80 


Age at first Intercoursef 






















Males 


























N 


251 


220 


238 


115 


u 


u 


218 


110 


286 


206 


379 


148 


Mean 


12.7 


12.5 


13.3 


13.3 


U 


u 


11.5 


12.0 


11.7 


11.9 


11.4 


12.4" 


Females 


























N 


201 


238 


145 


101 


U 


u 


196 


153 


230 


285 


334 


168 


Mean 


14.8 


14.4 


15.0 


14.8 


u 


u 


14.3 


14.8** 


14.3 


14.3 


14.4 


14.4 


Frequency of sex 
























In laat 4 weekef 
























Males 


























N 


246 


222 


247 


110 


382 


156 


221 


109 


272 


202 


375 


137 


Mean 


2.8 


2.6 


2.9 


2.4 


4.2 


3.7 


3.7 


3.6 


3.3 


3.8 


3.2 


3.2 


Females 


























N 


197 


239 


151 


98 


346 


166 


196 


148 


223 


280 


316 


164 


Mean 


1.8 


2.1 


3.3 


2.1 


2,6 


2.5 


2.8 


2.2 


2.S 


2.9 


2.2 


2.5 



'Difference significant at p<.05, as determined by x't*st- 
"Different signHicam at p<.Ol , as determined by t-test. 
tin this and subsequent tables, analysis restricted to sexually active students. 

Notes: To corrtrol lor race, th« raiulti In lablei 4-9 for all silei except San Frandtco arc based on blacks only. For 
San Francisco, the pottdinic data are wtightad to equal tha racial distribution ot the prodinic sampia; u-urfavallable. 



those who had sex only once and did not 
subsequently need contraceptives; conse- 
quently, the resulting percentage may 
underestimate the clinics' cox'erage of 
sexually active students. 

An analysis of clinic records indicated 
that a substantial proportion of female 
students who obtained birth control pills 
either did not return to the clinic for pre- 
scriptions for subsequent cycles of pills or 
did not return in time to allow continuous 
contraceptive coverage for six months or 
more. They may have stopped having sex, 
graduated or left school for other reasons, 
obtained contraceptives elsewhere or sim- 
ply had unprotected sex. In any case, sub- 
stantial proportions of young women did 
not obtain cycles of pills from the clinics 
often enough to allow continuous cover- 
age. 

Sexual Activity 

The data from the student health sur\'ey 
was used to assess the impact of the school- 
based clinics on sexual activity among stu- 
dents at those schools. Three questions 
concerned sexual activity*. "Have you ever 
had sex?" and, if so, "How old were you 
when you first had sex?" and "How many 
times have you had sex within the past 
four weeks?" The resulting data were first 
analyzed using chi-square or t-tests (Table 
3); then multiple regression was used to 
control for the respondents' background 
characteristics (Table 4, page 12). The 
analyses of age at first intercourse and fre- 
quency of intercourse were limited to sexu- 
ally experienced students. 
• Ever had sex. When chi-square analysis 
was used to compare the proportions of 
students at the clinic schools and the 
matched nondinic schools who had ever 
had sex, there were no significant differ- 
ences among either males or females at 
five sites, but an analysis of post data for 
the San Francisco clinic revealed that fe- 
males (but not males) were significantly 
more likely to have had sex than they had 
been before the clinic opened (p<.05). In 
Dallas, males at the clinic school were less 
likely to have had sex, but the difference 
fell just short of significance (pe.06). 

The regression results were somewhat 
different. At three of the sites, there were 
no significant differences between the 
clinic and nondinic schools in the propor- 
tion of males or females who had ever had 
sex. However, in San Frandsco, the differ- 
ence among females found in the chi- 
square analysis remained significant 
(p<.05). In Muskegon, a significantly 
smaller proportidn~of iemale students in 
the clinic school than m the comparison 



school had ever had sex (p<.05). And in 
Dallas, with respondents' background 
characteristics controlled, the difference 
between males at the clinic school and 
those at the comparison school became 
significant (p<.01). 

• Age at first sex. When t-tests were used to 
compare mean age at first intercourse, t\^'o 
sites had significant differences. In Jackson, 
females at the clinic school were slightly 
older at first intercourse than those at the 
comparison school (14.8 years vs. 14.3 
years; p<.01). Males in the clinic school in 
Dallas were one year older at first inter- 
course than males at the comparison school 
(12.4 years vs. 1 1 .4 years; p<.01); as Table 4 
shovs's, this difference remained significant 
when background characteristics were 
controlled (p<.001). 

The mean age at first intercourse at these 
:»ites indicates that many of the students 
surveyed were sexually experienced be- 
fore entering high school. Because it is 
improbable that the school-based clinics 
affeded the sexual activity of students be- 
fore they attended the dinic schools, we 
periormed an additional analysis that ex- 
cluded students who were sexually expe- 



rienced before entering high school and 
that merged the male and female samples 
(to increase the sample size). Regression 
analyses (not shown) indicated no differ- 
ences between the clinic and nondinic 
schools in the proportions of students who 
had become sexually experienced after 
entering high .school. 
• Freifuemy of sex. Neither t-tests nor mul- 
tiple regression found significant differ- 
ences betVi'een the dinic school and the 
comparison school at any site in the fre- 
quency of sexual activity during the four 
weeks before the stirvey. 

Contraceptiv* Use 

We evaluated the impad of the dinics on 
the students' use of contraceptives by ask- 
ing those who were sexually experienced 
whether they or their partner had used 
any method at last intercourse (including 
rhythm or withdrawal), and more spedB- 
cally, whether they had used condoms or 
pills. The results were analyzed first 
through chi-square tests (Table 5, page 12) 
and then through multiple regression to 
control for backgroimd characteristics 
(Table 6, page 13). 
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Tibit 4. UnttandardliMl rtgrattion CMlflcitntt, by maatur* of aaxual activity and gandar, 
according to alta 



Mtuurt and gtndar 


Gary 


SanFrandaco 


Mulktgon 


Jacfcaon 


Quincy 


Dallas 


Evtr had mx 














Mitt 














N 


558 


589 


598 


353 


538 


595 


Cotfficitnl 


-.05 


-.08 


-.02 


.01 


-.00 


-0.7" 


Ftmalti 














N 


720 


615 


729 


458 


624 


658 


Cotfficitnl 


.04 


.11* 


-.08' 


.04 


.01 


.03 


Agt at flrat inltrceurat 














Malta 














N 


464 


332 


u 


321 


481 


521 


Cotfficlenl 


-.25 


.09 


u 


.50 


.05 


.95— 


Ftmalti 














N 


435 


230 


u 


345 


505 


498 


CotfTicitnl 


.09 


-.01 


u 


.32 


.13 


.03 


Frtqutncy et atx in laat 4 wttka 












Malta 














N 


461 


332 


521 


322 


463 


507 


CottTiciant 


-.16 


-.79 


-.42 


-.56 


.22 


.08 


Fomalti 














N 


432 


234 


500 


340 


495 


476 


CotfTicitnl 


.35 


-.99 


-.32 


-.68 


.21 


.03 



'Difftrtnct bttwttn dinle and nondinic school signlllcani al p<.05, as dtttrmintd by "changt In P itsl. 
"Difftrenct bttwttn dinic and nondinic schod significant at p<.01. u dtttrmintd by 'changt in P tssL 
•"Difftftnct bttwttn dinic and nondinic schod signiflcanl al p<.001. as dtltfmlntd by 'changt in P Itsl. 



• Arty method. Neither analysis found sig- 
nificant differences between the clinic 
school and the matched nondinic (or pre* 
clinic) school in Gary, San Francisco, 
Jackson or Quincy. However, chi-square 



tests revealed that in Muskegon, males and 
females in the clinic school were signifi- 
cantly more likely to have used a method 
the last time they had sex than were those 
in the comparison school (p<.001). In Dal- 



Tabia 5. Maasures of contracaptlva uaa at last Intareouraa among high achool atudantt, by 
gandar, according to site and praaanca of clinic 



Mtasurt 
andgtndtr 


Gary 




San Frandsco 


Musktgon 


Jackson 


Ouincy 


Danas 


Non- 


Clinic 


Prt- 


Post* 


Non* 


Clinic 


Non- 


Clinic 


Prt- 


Post- 


Non- 


Clinic 




uiinic 




dinic 


dinle 


dinK 




dinic 




dinic 


dinic 


dinic 




Ustd any mtlhed 
























Malts 


























N 


242 


221 


256 


117 


387 


165 


222 


113 


210 


287 


389 


144 


% 


69 


65 


65 


74 


61 


78"* 


58 


60 


70 


73 


68 


60 


Ftmaitt 


























N 


202 


239 


150 


104 


358 


168 


199 


153 


230 


287 


333 


169 


% 


61 


68 


67 


75 


60 


75*" 


61 


70 


74 


81 


74 


63' 


Ustd eondomf 
























Malts 


























N 


242 


221 


256 


117 


387 


165 


222 


110 


210 


287 


389 


144 


% 


52 


48 


29 


56"' 


41 


tv 


39 


40 


57 


S3 


33 


38 


Ftmalts 


























N 


202 


240 


150 


104 


358 


168 


199 


1S3 


230 


287 


333 


169 


% 


27 


31 


22 


38*" 


22 


29 


25 


20 


46 


48 


18 


18 


Ustdthtplllf 


























Malts 


























N 


242 


221 


257 


117 


387 


165 


222 


110 


210 


287 


389 


144 


% 


10 


12 


17 


24 


10 


10 


18 


15 


23 


28 


15 


9 


Ftmalts 


























N 


202 


240 


157 


104 


358 


168 


199 


153 


230 


287 


333 


169 


% 


23 


30 


18 


25 


27 


36* 


30 


46" 


29 


38 


32 


30 



'Difttrtflct tignineam al p<.OS. aa dtlarmintd by x* ItsL 

"Otfttrtnct significant al p<.0^ , u dtttrmintd by x'ltsL 
*"Oifftrtnc« significant at p<.001 , u dtttnnintd by z' Itst 

tin this ind Tabit 6, condom usv rtpontd by ftmalts and piH ust rtpontd by malts rtftr to uat by thtir partntrs. 



las, females in the clinic school were sig- 
nificantly less likely than females in the 
comparison school to have used a method 
the last time they had sex (p<.05). This re- 
sulted primarily from more use of rhythm 
and withdrawal by students at the com- 
parison school (data not shown). Multiple 
regression produced the same results. 

• Condoms. Neither analysis found sigiufi- 
cant differences at Gary, Jackson, Quincy 
or Dallas. However, du-square analysis 
revealed significant differences at two 
sites. In San Francisco, the proportions of 
males and females in the postclini< sample 
who reported condom use were signifi- 
cantly higher than the proportions among 
their predinic counterparts. The propor- 
tion of males who reported having used 
condonu at last intercourse increased from 
29 percent to 56 percent (p<.001), and the 
proportion of females who reported that 
their partners had used condoms at last 
intercourse ro.se from 22 percent to 38 per- 
cent (p<.(X)l). In Muskegon, the propor- 
tion of males who reported using condoms 
was significantly larger at the clinic school 
than at the comparison school (61 percent 
vs. 41 percent; p<.001). 

Multiple regression revealed sinular dif- 
ferences at those sites. In San Frandsco, 
the differences between the predinic and 
postdinic samples remained significant 
among both males and females (p<.001 and 
p<.01, respec^vely). In Muskegon, both 
males and females at the dinic school were 
significantly more likely than their 
counterparts at the comparison school to 
have used condoms at last intercourse 
(p<.001 and p<.05, respectively). 

• The pill. The data from San Frandsco, 
Gary, Quincy and Dallas revealed no meas- 
urable differences between the dinic and 
nondinic (or predinic) schools. Moreover, 
chi-square tests found no significant dif- 
ference at any site in the proportion of 
males reporting that their partners used 
the pill. However, the proportion of fe- 
males who reported using the pill at last 
intercourse was higher in the diiuc school 
than in the nondinic school in Muskegon 
(36 percent vs. 27 percent; p<.05) and in 
Jackson (46 percent vs. 30 percent; p<.01). 

The regression results were somewhat 
different. The difference in pill use among 
females remained significant in Jackson 
(p<.05), but not in Muskegon. However, in 
Dallas, the proportion of males who re- 
ported that their partner was using the pill 
at last intercourse was significantly lower 
in the clinic school than in the comparison 
school (p<.05). 

• Clinic users and nonusers. Comparisons 
also were made between clinic users and 
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Ttbit 6. Unttandardiztd regrMtlon coctficlents, by contraceptlvt um at last Inttrcourtt 
and gendtr, according to aitt 



Contr«c«ptiv« 
ust and gtndtr 


Gary 


San Franciico 


Musktgon 


Jackson 


Ouincy 


Dallas 


UMd any iiMthod 
N 

Cofltlicianl 


45S 
-.04 


346 

.08 


534 
.18"* 


327 
.05 


465 
.00 


627 
-.08 


F«malM 

N 

Coetlicianl 


437 
.06 


237 
.07 


513 
.16"' 


348 
.07 


505 
.02 


498 
-.10' 


UMd condom 
Malt! 

N 

Coetticient 


458 
-.04 


346 
.27'" 


534 
.20"' 


314 
.06 


486 

-.03 


527 
.05 


Fatnalts 

N 

Coafficitnt 


439 
.05 


237 
.16" 


514 
.10* 


350 
-.04 


505 
.01 


498 

-.00 


UMd tht pill 
Malei 

N 

CMtficient 


458 

.02 


346 
.04 


534 
.00 


314 
-.03 


486 

.01 


627 
-.07' 


Females 

N 

Coetficient 


439 

.04 


237 
.07 


513' 
.08 


345 

.13* 


505 
.03 


498 

-.05 



'DItferanca betwMn dinic and nondinic school signilicani al p<.05, as determined by 'change in r lest. 
"Ditlarance between dinic and nondinic school ligniricant al p<.Oi, as determined by *chr,nge In P test. 
"'DHference between dinic and noncNnic school significant at p<.00l, as determined by 'change in P test. 



nonusers in the clinic schools in Jackson, 
Dallas and Quincy (data not shown). At all 
three sites, students who used the clinic 
for contraceptives were significantly more 
likely to have used condoms or pills the 
last time they had sex than were students 
who did not use the clinic for contracep- 
tives. Nevertheless, at all three sites, sub- 
stantial proportions of students who had 
not made a clinic visit for contraceptives 
used condoms or pills. 

In Jackson, 77 percent of the students 
who had ever used the clinic to obtain 
contraceptives used condoms or pills at 
last intercourse, compared with 48 percent 
of the students who had not done so. In 
Quincy, these proportions were 76 percent 
and 61 percent, while in Dallas they were 
67 percent and 32 percent, respectively. 
Regression analysis confirmed the signifi- 
cance of these findings. 

These results should be interpreted with 
caution, as they are undoubtedly biasei 
by self-selection. The students >dsiting the 
clinic for contraceptives were likely to be 
highly motivated individuals who would 
have used a method even if they had to go 
elsewhere to obtain it. 
• AUemafive sources of contraceptives. Our 
findings have shown that at sites where 
contraceptives were prescribed or dis- 
pensed, substantial proportions of sexu- 
ally experienced students used the clinics 
for contraceptives and that students who 
used the diidcs for contraceptives were 
significantly more likely to have used con- 
doms or pills the last time they had sex 
than were students who did not use the 
clinics for family planning. This raises the 
question: Why didn't those clinics demon- 
strate a larger impact on the contraceptive 
behavior of sexually experienced students 
in their respective schools? 

The results of another analysis indiiiate 
that the primary reason the clinics did not 
demonstrate a stronger and more consis- 
tent impact on contraceptive use lies in 
provider substitution (Table 7, page 14). In 
Muskegon, Jackson and Dallas, sizable 
proportions of students attend ing the com- 
parison schools (whidt did not have clin- 
ics that prescribed or dispensed contra- 
ceptives) used contraceptives when they 
had sex, but they were more likely than 
students in the clinic schools to obtain 
contraceptives from a commuidty family 
planning clinic or drugstore. 

And In Quincy, there was a dramatic 
drop (from 35 percent to seven percent) in 
the proportion of sexually experienced 
students who obtained contraceptives 
from the health department after the school 
clinic opened. During the first year after 



the opening of the school diiuc, health 
department records showed a loss of about 
100 female clients, and the school clinic 
served abouJt 100 more female students. 
Although these probably were not exactly 
the same 100 females, the results indicate 
that the school clinic did absorb health 
department clients who were students and 
are consistent with the survey findings 
reported above.* 

To further investigate this substitution 
effect, we asked students at the clinic 
schools in Muskegon, Jackson and Dallas 
where they would go io get contraceptives 
if there were no school clinic. At those 
sites, 78-85 percent of the students said 
they would find another source (another 
clinic, a doctor or the drugstore), 6-13 per- 
cent said they would have sex without 
u; ing a contraceptive and 4-5 percent said 
they would refrain horn sexual intercourse 
if there were no clinic at school. Males at 
all three sites were more likely than fe- 
males to plan to have sex without using a 
contraceptive (not shown). 
• Reasons for not using contraceptives. The 
failure of some dinics to increase the use 
of contraceptives among students is also 
partly explained by an analysis of the rea- 
sons ^vhy students have sex without using 
birth control. Sexually experienced stu- 
dent'i at four sites— Gary, San Francisco, 
Jackson and Dallas— were asked if they 
had ever had intercourse without using a 



contraceptive method and, if so, why. They 
were asked to check all listed reasons that 
might apply. Students in the clinic schools 
were not significantly less likely to check 
any of the potential reasons for not using 
birth control than were students in the 
comparison (or preclinic) schools. That is, 
clinic presence did not appear to reduce 
the importance of any of the reasons. 

The two most conunonly identified rea- 
sons were "Didn't expect to have sex" and 
"Just didn't thiiOc pregnancy would oc- 
cur." Most of the reasons were not related 
to access to contraceptives, but to the fact 
that sex was not antidpated, to percep- 
tions of low risk of pregnancy or to ques- 
tions of motivation. Others were related to 
lack of knowledge, to fear of contracep- 
tives or of parents' reactions, or to a desire 



'Additional information from the Quincy Mmple in 
lh« poflclink lun'cy Indiealcd tha'. tcxuaUy experi- 
enced itudcnU who usually obtained their contracep- 
tive* from the tchool clinic were not more likely lo 
have uwd birth control the lail time Ihey had (cx than 
were Ihoac who uiuaUy obtained iheir contraceptives 
from the drug store, a doctor or the health department. 
However, of thoic who obtained contrscepdve* from 
IhcM initihttional aourcei, 81-86 percent had uicd 
acme type of binh contra) al latt inlercoune, com- 
pared with 51 percent of those who uid they obtained 
contraceptives from other tcnircas, primarily frfendt. 
Shidenis who rely on their friend* for contraceptive* 
may be al an earlier tiage in iheir lexual and contra- 
ceptive careers and m$y not have esubliahcd patlerrw 
of obtaining contraceptive* themaelve*. 
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TabI* 7. Ptrcentagts o( Mxuslly activ* atudonta. by sourct of contracaptlvM usad at last Intercours*, according to site and prts«nct of 

clinic 



Sourca 


Gary 




San Francisco 


Muskegon 


Jackson 


Quiney 


Dallas 




Non- 


Clinic 


Prt- 


Post- 


Non> 


Clinic 


Non 


Clinic 


Prt- 


Post- 


Non- 


Clinic 




clinic 






#*linic 






clinic 




dinic 


Clinic 


clinic 






(N-432) 


(N-443) 


(N-384) 


(N-207) 


(N-663) 


(N.333) 


(N-422) 


(N-259) 


(N-709) 


(N-552) 


(N-709) 


(N-306) 


School clinic 


na 


na 




na 


na 


17* 

1 / 


na 


30 


na 


34 


na 


30 


Family planning clinic 


14 


IB 


7 


f 




19 


15 


10 


T 


t 


18 


S 


Doctor 


5 


9 


t 


t 


5 


10 


7 


5 


t 


t 


t 


t 


Htalth dtpattmeni 


t 


t 


t 


t 


t 


t 


t 


t 


35 


7 


t 


t 


HasaHaI clinic 






4 


9 


3 


3 


5 


1 


t 


t 


4 


1 


Orugstort 


32 


26 


18 


27 


12 


9 


19 


9 


15 


15 


12 


5 


Friand/ralallvfl 


6 


7 


6 


10 


10 


15 


9 


8 


9 


6 


11 


2 


Othtr 


1 


2 


2 


1 


1 


2 


1 


1 


3 


2 


1 


2 


Not applicablfl (used 


























withdrawal or rhythm) 


5 


2 


21 


10 


10 


7 


3 


1 


7 


10 


19 


13 


Usad no mtthod 


36 


35 


36 


26 


39 


24 


41 


35 


28 


24 


30 


39 



'Rtctlvtd vouchtrs that ware radetmtd at local family planning clinic, 
tinformaiion not collected at these locations. 
Note: na-nol applicable. 



not to reduce pleasure. There was no indi- 
cation horn these answers that sexually 
experienced students from the clinic 
schools were more knowledgeable about 
pregnancy prevention or more comfort- 
able with contraceptive use than students 
in the comparison schools. 

Prtgnancy 

Students at all six sites were asked whether 
they had ever been pregnant or caused a 
pregnancy and whether they had been 
pregnant or caused a pregnancy within 
the last 12 months. The first question meas- 
ures the impact of the clinic on all years a 
student spent at the clinic school and 
counts pregnancies among females who 
gave birth and returned to school, while 
the question about pregnancy during the 
last 12 months is more likely to eliminate 
any pregnancy that may have occurred 
before a student attended the cliiuc school. 

Clinic presence was not associated with 
lower rates of pregnancy at any of the sites, 
either during the previous 12 months or at 
any other time (Table 8). In Dallas, the 
proportion of females who reported they 
had ever been pregnant was higher at the 
clinic school than at the comparison school. 
However, this difference was not sigiUfi- 
cant when background variables were 
controlled (not shown). 
• Timing of pregnancies and clinic use. At 
most sites, the student health survey asked 
students who had ever been pregnant (or 
caused a pregnancy) if they had ever used 
the school clinic, discussed contraception 
with clinic staff or received contraceptives 
from the clinic before their pregnancy. 

As Table 9 (page 16) shows, 44-90 per- 
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cent of the students who had become preg- 
nant or had caused a pregnancy had done 
so before those students had ever attended 
the clinic. The Dallas clinic had the largest 
proportions— 48 percent of the males and 
56 percent of the females — of students who 
had been to the clinic prior to conception, 
possibly because the diidc gave routine 
maintenance examinations to all incoming 
students. Even so, almost half of the stu- 
dents who had become pregnant or had 
caused a pregnancy had done so before 
they visited the clinic. Some of the preg- 
nancies may have occurred before those 
students attended the clinic school, but this 
cannot be determined from the data. 

Of the students who had become preg- 
nant, or had caused a pregnancy, 62-89 
percent had done so before receiving con- 
traceptive counseling horn clinic staff, and 
68-82 percent of the pregnancies had oc- 
oirred before the students obtained contra- 
ceptives from the clinic. Overall, about one 
quarter of the pregnancies occurred after 
the students had obtained contraceptives 
from the clinic. 

Discussion and Recommendations 
These school-based clinics were not pri- 
marily family planning clinics, but were 
comprehensive health clinics that provided 
primary care and varying degrees of fam- 
ily planning services. Reproductive health 
accounted for a minority of student visits, 
but was an important component of clinic 
services. Clinics that prescribed or dis- 
pensed contraceptives served far more 
students than those that provided only 
counseling, and the three that dispensed 
contraceptives on-cam.pus served higher 

K) 



proportions of sexually experienced fe- 
males than the one that provided vouch- 
ers. Rnally, the clinics provided contra- 
ceptives to much larger proportions of 
females than of males. 

Much of the debate over school-based 
clinics has focused on whether contracep- 
tive courueling and provision hasten the 
initiation or increase the frequency of sex- 
ual activity. Our results indi'rate that this 
is not the case: At most sites, there were no 
significant differences between clinic and 
nonclinic schools; when significant differ- 
ences did occur, most commonly the data 
showed less sexual activity among stu- 
dents attending the clinic school. 

An exa "nination of each clinic's services 
provides an interesting perspective on the 
differential impact of the clinics on use of 
birth control. The Gary clinic school, which 
had no measurable effect on contraceptive 
use, did not emphasize pregnancy preven- 
tion, did not prescribe or dispense family 
plaiming methods and saw few students 
for contraceptive counseling or referral. 

At the San Francisco school, however, 
condom use (but not pill use) increased 
significantly over time. In that school, the 
clinic developed a strong AIDS education 
program and a peer education program 
and encouraged condom use. Neverthe- 
less, the clinic could neither prescribe nor 
dispense contraceptives, and few istudents 
used it for counseling or referral. During 
the two years between the pretest and the 
posttest, AIDS became a salient issue 
throughout San Francisco, and students 
w«>re exp>osed to a wide variety of public 
health campaigns promoting condom use; 
during the same period, condom use in- 
Family Planning Perspectives 



creased substantially among adolescents 
nationwide.' It is probable that some com- 
bination of clinic, school and community 
interx'entions contributed to increased 
condom use, but it is impossible to deter- 
mine which of these had the greatest im- 
pact on the students' behavior. 

Muskegon was the only site at which 
there were significant differences between 
the clinic school and the comparison school 
on all three measures of contraceptive use. 
This clinic, the only one administered by 
Planned Parenthood, gave considerable 
emphasis to preventing pregnancy. In the 
classroom, the health education teacher 
and clinic staff gave presentations on 
human sexuality, while in the clinic, staff 
gave individual consultation on family 
planning and reproductive health and 
provided vouchers so that students could 
obtain pills and condoms without charge 
at a local family planning clinic. 

However, it is not clear why contracep- 
tive use was higher at the clinic school 
than at the comparison school. Both 
schools had a strong sex education pro- 
gram, so the effect of this factor is ques- 
tionable. Moreover, few females and only 
about 12 percent of the sexually experi- 
enced males at the clinic school used the 
clinic to obtain condoms, calling into ques- 
tion whether the vouchers provided by the 
clinic produced the large difference in 
condom use. Finally, there were two meth- 
odological limitations: The distance be- 
tw^n the two schools was large (90 miles), 
and the survey was not given at the same 
time of year at both schools. 

Of all the clinic schools, Jackson had the 
highest proportion (46 percent) of sexually 



active female students who had used the 
pill at last intercourse. Moreover, that pro- 
portion was more than 50 percent higher 
than the figure at the comparison school. It 
is likely that the clinic program contrib- 
uted to these differences. The clinic placed 
little emphasis on condoms, but it admini- 
stered risk assessments to students who 
came to the clinic, followed up students 
who were engaging in unprotected sex, 
dispensed the pill on site and followed up 
females who received it. It had the largest 
proportion of xnsits made for family plan- 
ning and the second largest proportion of 
sexually experienced females receiving 
contracepti\'es from the school clinic. 

At (^incy, the proportion of females 
using pills the last time they had sex rose 
by seven percentage points in the two yezrs 
after the clinic opened, but that increase 
was not statistically significant. At first 
consideration, this finding is disappoint- 
ing, because the Quincy dinic gave con- 
siderable emphasis to pregnancy preven- 
tion and the school itself provided sexual- 
ity education both before and after the 
clinic opened. In the clinic, staff asked stu- 
dents about unprotected sexual activity, 
dispensed contraceptives and contacted 
students who missed family planning ap- 
pointments. 

Two factors probably explain why the 
clinic did not have a greater impact on 
contraceptive use. First, before the clinic 
opened, students already had access to 
family planning ser\'ices through the 
nearby health department clinic. Second, 
during its first two years, the clinic had 
few stcff and considerable turnover, 
which liiAited its outreach efforts and 



the number of students it could ser\'e. 

At the Dallas clinic school, approxi- 
mately 40 percent of the sexually experi- 
enced female students received the pill 
through the clinic; nevertheless, they were 
not significantly more likely to haN'e used 
the pill at last intercourse than their 
counterparts at the comparison school. The 
reasons for this are not clear; however, this 
clinic differed from the more successful 
clinics in two major ways. Although the 
clinic provided health care to many stu • 
dents, it did not focus on pregnancy pre- 
vention. Staff did not make follow-up 
appointments when they dispensed the 
pill, and did not check on patients when 
their cycles of pills would have run out. 

In sum, simply pro\iding contraceptives 
was not enough to significantly increase 
their use. School and community programs 
may have increased condom use in at least 
one site, and a combination of education, 
counseling, contraceptive provision and 
careful follow-up may have increased pill 
use in at least two schools. 

Our data did not pronde exidence that 
the presence of any of the school-based 
clinics reduced the school-wide pregnancy 
rate. These findings are consistent with the 
findings on use of birth conti ol methods at 
sites where there were no significant dif- 
ferences in use of birth control, but they 
are disappointing in San Francisco, Mus- 
kegon and Jackson, where there were such 
differences. However, in San Frandsco and 
Jackson, this may be explained in part by 
the fact that the significant differences were 
in use of specific methods rather than in 
use of any method of birth control. 

Possible validity problems associated 



Table 8. Ptrctntaget of sexually tctivt high school students who caussd ■ pregnancy or axpvrlancad ont. by gander, according to site and 
presence of clinic 



Mtasure 


6*7 




San Frandsco 


Mutitagon 


Jackson 


Ouincy 


Daltat 




l^iorv 


anic 


Prt- 


Po«t- 


Nort- 


Clinic 


Non* 


CUnie 


Pra- 


Pott- 


Non- 


Clinic 




clinic 




clinic 


cUnie 


dinic 




dinic 




dinie 


dinic 


dinie 




Malt! 


























Ever caused pregryncy 


























N 


238 


216 


2*n 


110 


363 


163 


221 


112 


209 


271 


354 


117 


% 


14 


17 


16 


12 


13 


12 


12 


18 


11 


7 


18 


11 


CauHd pregnancy in last 12 month* 


























N 


227 


207 


232 


110 


401 


167 


196 


104 


209 


276 


335 


116 


% 


7 


10 


10 


8 


8 


R 


6 


11 


7 


6 


7 


10 


Ftmalts 


























Evtr prtgnant 


























N 


201 


240 


149 


102 


3S4 


168 


204 


154 


229 


285 


318 


169 


% 


27 


21 


24 


26 


20 


24 


21 


25 


15 


15 


18 


27* 


Pregnant in tut 12 months 


























N 


196 


235 


147 


101 


360 


172 


196 


151 


228 


280 


315 


169 


% 


20 


11 


16 


16 


14 


15 


1? 


14 


10 


8 


10 


14 



•SignHicanl at p<.05. as dettrmintd by x* f«ts. 
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Tabit 9. Ptrcentagts of students at clinic schools who were evtr pregnant (or caustd a prtgnancy), by timing In rtlatlon to clinic usa, 
according to sit* and gendtr 



Tunina ol orMnancv 


Gary 




San FrarKitco 


Muskegon 


Jackson 


Ooincy 


OaHas 




Female 

(N.53) 




Female Male 

(N-20) (N-10) 


Female 

{N-40) 


Male 

iN-21) 


Female 

(N-39) 


Male 

(N-19) 


Female 

(N«4S) 


Male 

(N-19) 


Femcle 

(N.48) 


Male 

(N-21) 


DViOrf Uf ing ciiniw 

lor iny reason 


77 


81 


90 80 




H9 
«c 


0* 


DO 


11 
U 


11 
U 






control In ttM clinic 


89 


84 


80 80 


65 


81 


77 


74 


u 


u 


62 


67 


Balers receiving prescription/ 
voucher lor contraceptives 

from clinic 


na 


na 


na na 


77 


90 


79 


na 


na 


na 


na 


na 


Belort obtaining contraceptives 
from the clinic 


na 


na 


na na 


na 


na 


82 


68 


76 


79 


77 


76 



Notes: Data are Irom student health suwey and include all studentt who were ever pregnant or caused a pregnancy regardless ol race: na-not applicat)»e; u-unavallat»le. 



with self-report of pregnancy and possible 
dropouts because of pregnancy may have 
obscured some clinic impact on pregnancy 
rates. Furthermore, although many of the 
students who obtained contraceptives 
from the clinics might have obtained them 
from some other source if the clinic had 
not provided them, not all of them would 
have done so. Thus, the four clinics that 
provided contraceptives or vouchers 
probably helped prevent small numbers 
of pregnancies, although this effect was 
not large enough to significantly affect 
school^^wide pregnancy rates. 

The clinic and survey data discussed 
above suggest strategies for improving the 
effectiveness of school-based clinics. Tliese 
include: 

• Give a high priority to pregnancy prevention 
and AIDS prei'enlion. This may be the most 
important rcconnmendation. The only clin- 
ics that seemed to have affected the use of 
pills and condoms gave pregnancy pre- 
vention or AIDS prevention a very high 
priority. 

• Conduct more outreach in the school. The 
reasons students gave for not using con- 
traceptives included lack of knowledge 
and skills, and many students became 
pregnant or caused a pregnancy before 
visiting the school clinic. Furthermore, two 
of the apparently effective clinics had de- 
veloped strong educational and outreach 
programs in their schools to provide teens 
with information, skills and motivation 
that may have helped them make better 
sexual and contraceptive decisions. 

• Develop program to delay and reduce sex- 
ual activity. In each school, a large majority 
of the students were sexually experienced, 
and many had engaged in sex before en- 
tering high school. Therefore, programs to 
delay or reduce sexual activity should 
begin in elementary and junior high school. 
However, because many students had not 



yet had sex when they entered high school 
and many sexually experienced students 
had sex infrequently, such programs may 
also be useful in high school. At two sites, 
there was some evidence that counseling 
or other programs nught have delayed ini- 
tiation of intercourse. 

• Identify and target students engaged in sex- 
ual activity. Many sexually experienced 
students did not use the clinic for contra- 
ceptives, and many others became preg- 
nant before doing so. Although the clinics 
generally were effective in treating and 
counseling students who sought specific 
services, they must seek out students at 
risk who are not already motivated to visit 
the clinics If they are to have a significant 
impact on sexual risk-taking behavior. 
Clinic staff should ask students about sex- 
ual risk-taking behavior whenever appro- 
priate during clinic visits. 

• Make contraceptixfes available through the 
clinics. The clinics that prescribed or dis- 
pensed contraceptives served far more 
students than these that provided only 
counseling, and the three clinics that dis- 
pensed contraceptives served higher pro- 
portioiu of sexually experienced females 
than the one that provided vouchers for 
students to get contraceptives elsewhere. 

• Conduct effective follow-up procedures. 
Many females who obtained oral contra- 
ceptives from clinics stopped getting them 
within sbc months. Alihough some of these 
students probably stopped having sex or 
got contraceptives from other sources, 
sotre simply en^-^^ed in unprotected sex. 
Effective follow-up procedures may im- 
prove contraceptive continuation rates. 

• Emphasize condoms and male responsibility. 
The findings in San Francisco and Mus- 
kegon suggest that clinics, schools and 
communities working together can have 
an impact on use of condoms. At those 
sites there were greater differences in con- 



dom use than in pill use. Males are less 
likely than females to visit the clinic for 
family planning purposes, but they can bt 
reached through sports physicals, class- 
room activities and other school and com- 
munity activities. And, of course, females 
can be taught to exert greater pressure on 
males to use condoms. 

These recommendations are not neces- 
sarily easy to implement. Some of them 
require additional funding and staffing, 
and it wiU remain difBcult to change stu- 
dents' risk-taking behaviors, many of 
which are deeply rooted in the values and 
practices of the larger community. Never- 
theless, by adopting some of these recom- 
mendations and by giving greater priority 
to reproductive health, school-based clin- 
ics may become more effective in reducing 
sexual risk-taking behavior. 
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